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NTRACORONARY BARE -METAL STENT (BMS ) IMPLANTAT ION I S AN IM-
ORTANT TREATMENT after conventional balloon angioplasty (1,2). After 5 years, however,
therosclerotic changes and consequent plaque vulnerability may occur in the previously stented
egments (3,4). Recently, we experienced 4 cases with very late clinical cardiac event over 5 years after
MS implantation where the lesions could be observed by optical coherence tomography (Figs. 1 to 4).
e could observe the plaque formation and neovascularization in the stented lesions after BMS
mplantation. Moreover, in 2 cases, the plaque rupture causing acute coronary syndrome were
Figure 1. Case 1
An 89-year-old man was given a diagnosis of stable angina and treated with a bare-metal stent (BMS) (3.5  18 mm) deployed to the
mid-portion of the left anterior descending artery (LAD) 9 years ago. A follow-up coronary angiography (CAG) at 6 months after the pro-
cedure presented no restenosis. Nine years after stent deployment, he suddenly suffered recurrence of angina and was admitted to our
hospital. An emergent CAG showed severe focal in-stent restenosis of the previously stented segment of the LAD (A). Before any interven-
tions, optical coherence tomography (OCT) was performed. OCT clearly revealed plaque rupture (arrow) and cavity formation (*) within





J A C C : C A R D I O V A S C U L A R I M A G I N G , V O L . 3 , N O . 5 , 2 0 1 0
M A Y 2 0 1 0 : 5 2 5 – 7
Kashiwagi et al.
Very Late Event After BMS Implantation
526bserved. Acute cardiac events may occur in the stented segments after BMS implantation during a
ong-term follow-up period, even if angiographic no-restenosis is documented at a follow-up coronary
ngiography. Statin therapy was inadequate in these 4 cases. Our cases suggest that even if the patients
emain clinically stable after BMS implantation, long-term careful systemic medical therapy will be
eeded.
Figure 2. Case 2
A 67-year-old woman was admitted to our hospital because of chest pain on exertion. She had a history of stenting due to stable angina at the distal portion of
the right coronary artery (RCA) with a BMS (3.0  25 mm) 7 years earlier. A follow-up CAG at 6 months after the procedure presented no restenosis. However,
CAG on the current admission demonstrated severe diffuse in-stent restenosis in the previously stented segment (A). OCT revealed plaque rupture (arrow) and
cavity formation (*) in the proximal portion of the stented lesion (B). Moreover, neovascularization (arrow) was observed within the neointimal tissue by OCT (C).
Arrowhead indicates stent strut. Abbreviations as in Figure 1.
Figure 3. Case 3
A 51-year-old man with ST-segment elevation myocardial infarction underwent successful percutaneous coronary intervention. Two nonoverlapping BMS (3.0 
30 mm and 3.0  15 mm) were deployed to the mid-portion of the RCA. Eight years after stent implantation, he suddenly suffered chest pain at rest and was
admitted to our hospital. An emergent CAG showed 99% stenosis with a contrast ﬁlling defect in the stented segment of the RCA (A). OCT examination demon-
strated lipid rich plaque and thrombus formation with signal attenuation (*) in the stented segment (B and C). The thrombus aspiration was performed and the
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Figure 4. Case 4
A 68-year-old man was admitted to our hospital because of non-ST–segment elevation myocardial infarction. He had a history of stenting due to inferior
ST-segment elevation myocardial infarction in the mid-portion of the RCA with a BMS (3.0  30 mm) 7 years ago. An emergent coronary angiogram showed
severe in-stent stenosis in the previously stented segment (A). OCT examination demonstrated plaque rupture in the stented segment (B). The thickness of
broken ﬁbrous cap was 40 m. Intracoronary thrombus was also visualized as a mass protruding into the vessel lumen (C). Lipid-rich plaque (arrow) cov-
ered by thin ﬁbrous cap (60 m) was imaged and determined to be a thin-cap ﬁbroatheroma (D). Arrowhead indicates stent strut. Abbreviations as in
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